Many patients with non-necrotising scleritis can be treated adequately with non-steroidal anti-inflammatory drugs or steroids. But, as many ofthem are young, treatment may present problems if they require high doses of steroids to control the scleral inflammation and then relapse when the dosage is reduced. Five such patients were treated with a combination of steroids and low-dose cyclosporin therapy, and in all cases the scleritis remained under control on a much lower dose of steroids than when steroids were used alone. Cyclosporin is therefore a useful drug in the management of younger patients dependent on high-dose steroids to control their scleral inflammation.
Patients and methods
The patients were recruited from the Scleritis Clinic at Moorfields Eye Hospital. The Patients with non-necrotising disease were started on an NSAID, usually flurbiprofen or indomethacin, which if ineffective, was then changed to high-dose systemic corticosteroid, prednisolone 60-80 mg per day. After one or two weeks at this high level a slow reduction of the daily dose was attempted, eventually to be stopped completely. If the disease relapsed as the steroids were reduced, then NSAID were sometimes combined with the steroids to attempt disease control. If the inflammation could not be controlled on a satisfactorily low steroid level, the steroids were increased back to or above the controlling dose, and cyclosporin A added, at 5 mg/kg/day, in two divided doses, after the serum creatinine was checked and found to be within the normal range. After one or two weeks on the combination therapy slow steroid reduction was attempted.
The cyclosporin dose was monitored by twoweekly serum creatinine measurements and adjusted if the creatinine started to rise. If relapse occurred while treatment was being reduced, the prednisolone dose was increased and then again slowly tapered off. The cyclosporin was also increased, if thought necessary, but to a maximum dose of 7-5 mg/kg/day for up to a week, before being reduced back to 5 mg/kg/day.
Results
Five patients with non-necrotising scleritis received cyclosporin. Their ages ranged from 21 to 64 years, average 32. Systemic investigations revealed Crohn's disease with primary sclerosing cholangitis in one patient and nasal cartilage collapse in another (possibly indicative of relapsing polychondritis). The others were healthy. In four patients satisfactory control of the ocular inflammation was achieved with high-dose steroids, but the disease relapsed when the treatment was reduced. The ocular inflammation was said to be controlled when the patient no longer experienced pain and the slit-lamp examination showed resolution of oedema, with minimal dilatation of the episcleral vessels. The fifth patient immediately developed intolerable side effects from the steroids, and thus required alternative therapy. Four received NSAID/ steroid combination therapy to try to control the relapses, and one of these was also treated with azathioprine.
In all five patients the concurrent use of cyclosporin with prednisolone allowed the daily dose of prednisolone to be reduced. Three patients did relapse again (one on three occasions) but are now well controlled on a low daily steroid dose after the steroid dose had been temporarily increased to greater than 40 mg/day to reestablish control. Two patients managed to stop all treatment, one after seven weeks, the other after eight months, of cyclosporin therapy. There were no detectable renal complications from the use of cyclosporin as judged by the serum creatinine. Hirsutism, in one patient, was the only side effect. Cyclosporin is now commonly used together with steroids in the management of posterior uveitis.56 Control ofthe disease is achieved with a lower dose of steroid than with steroids alone. In younger patients side effects such as tremor, hirsutism, gingival hypertrophy, and renal damage appear to be less common and the drug generally well tolerated.
Low-dose cyclosporin (less than 7 5 mg/kg/ day) is now used, as at the higher dose of 10 mg/kg/day renal toxicity is common.7 At this lower dose cyclosporin must be used in combination with steroids to be effective in controlling the disease. The steroid dose may then be slowly reduced while the scleral disease is closely monitored. 
